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The world population is aging, with the proportion of older people (65+ years) expected to 
reach 21 % in 2050 and to exceed the number of younger people (aged 15 or less) for the 
first time in history. Because cancer is particularly a chronic disease of older people, a large 
increase in the number of elderly patients with cancer is anticipated. The estimated number 
of new cancer cases worldwide among people over 65 is expected to grow from about 6 
million in 2008 to more than 11 million during the coming decade. By 2030, individuals over 
65 are expected to account for 70% of all cancer patients in the Western world. Along with 
the increase in oncology patients, the number of older people caring for their ill spouses 
or other relatives is also growing, with the ensuing toll on these caregivers causing major 
concern, especially in western countries. In different societies the characteristics of family 
caregiver stressors, cultural norms concerning caregiving, and the availability of support 
have a huge impact on those providing care. Any study of older caregivers of older cancer 
patients requires an integrative evaluation of aging that takes into account cultural, social, 
psychological, and behavioral variables. This review proposes a critical discussion of the 
multidimensionality of the caregiving and of the impact that age, culture, and gender have 
on it. 
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CULTURES OF CARING 

Culture may be viewed as a mechanism through which people 
learn how to "be" in the world - how to behave, how to respect 
social norms and how to infuse their existence with meaning. 
Interpretation of culture provides the context for living under 
free normative conditions in society and across individual lifecycle 
events (Schim and Doorenbos, 2011). 

While Triandis (2007) describes culture as a construct that is 
still being defined and debated in academic literature and profes- 
sional disciplines, there is emerging consensus on several variables: 
(1) culture emerges in interactions between humans and environ- 
ments; (2) culture enables the sharing of free choices; and (3) 
culture is transmitted across time periods and generations. 

It could be described as "the integrated pattern of human 
behavior that includes thoughts, communication, actions, beliefs, 
values, and institutions of an ethnic, religious, or social group" 
(Cross etal, 1992). 

Cultural identification may include, but is not limited to: race, 
ethnicity, national origin, migration background, gender identity, 
sexual orientation, marital or partnership status, and spiritual, 
religious, and political affiliation. Moreover, culture underlies pri- 
orities in healthcare services as it is one of the foundations for 
well-being, survival, human interactions, and quality of life and 
care (Surbone, 2004). 

Dimensions of cultural variables form a background to human 
interaction across various life stages, and health and illness come 
to the foreground when people face the realities of an imminent 



threat to life. The meaning of tradition, rituals, and family values 
becomes increasingly relevant within the context of illness and 
health. It is then that patients, families and physicians negotiate 
the complexity of care within their perception of the reality of each 
normative culture. 

Although much of the extant work on cultural diversity in 
healthcare has focused on issues of ethnicity, social disparities 
and religion, the perspective should be broadened to acknowledge 
differences and similarities between and within groups. 

Cross-cultural encounters in healthcare present a chaOenge 
with respect to economic, education and health inequalities as 
well as differences in gender and race (Kagawa-Singer et al., 2010). 
Acknowledging the profound and pervasive effects of the afore- 
mentioned cultural factors, and working toward their mitigation 
could be essential for solving problems related to equal access to 
healthcare on the macro and micro level (Schim etal., 2010). 

Studies of elderly patients explore the way societal and cultural 
development affect attitudes toward older people and their family 
caregivers. In traditional societies old age is often highly valued, 
with the elderly personifj^ing a source of knowledge and experi- 
ence. However, in western societies, as the number and percentage 
of older people increase, they may be seen as a liability and a 
burden to both their families and society (Surbone etal, 2010). 

This is not the case in all cultures, especially non-Western ones, 
where relatives continue to provide care and total support. At 
the most fundamental level, perceptions of aging and care are 
reflections of religious beliefs, traditional family hierarchies, and 
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patriarchal norms of obedience. Attitudes toward caregiving are 
based in part on cultural and family systems, which shape how 
caregivers are perceived and whether or not they are treated with 
respect. 

In traditional countries, such as those in the Middle East, 
the debate concerning knowledge and consent with respect to 
illness and healthcare revolves around family norms based on 
the holy books and the family unit is responsible for decisions 
about treatment and care. These and many other cultures based 
on community rather than individual rights and responsibilities, 
value non-maleficence (doing no harm) and strives to protect 
patients from any emotional and physical harm caused by direcdy 
addressing illness and end-of-life care (Searight and Gafford, 
2007). 

For example, within Islamic culture, the total involvement of 
caregivers is natural, in the context of the long-held value of respect 
for unconditional solidarity which is intrinsic to the normative 
religious-cultural tradition. The integrity and cohesion of rela- 
tives as caregivers are understood solely within the dynamic of the 
family, and not in terms of institutions that provide treatment for 
illness or terminal care (Baider, 2007). 

In the Western world, individual autonomy, truth, and open 
communication are the core of the dominant bioethical frame- 
work. However, the perception of autonomy and openness as 
empowering and providing a sense of control tends to be blind 
to the fact that the decision-making process of the individual is 
involved in a complex relationship with the social surroundings. 
In Islam, families prefer caregivers to live with uncertainty about 
the fate of one of its members rather than to confront a poor 
prognosis or "death threat" (Surbone and Baider, 2013). 

DEMOGRAPHIC OF FAMILY CARE 
FACTS AND FIGURES 

The number of older people (65-I-) across the globe is expected 
to more than triple by 2100, increasing from 784 million in 2011 
to 2 billion in 2050 and 2.8 billion in 2100. The more developed 
regions of the world have been leading the process of aging and, by 
2050, the proportion of older people in these regions is expected 
to be double that of children (under 15 years): 31.9 vs. 16.3% 
respectively (World Population Prospects [WPP], 2011). 

With a decline in mortality and fertility rates, populations in 
European countries are aging, leading to the expectation that the 
demand for healthcare and care for the elderly wiU rise accordingly. 
The proportion of individuals aged 65 and over in the 25 member 
countries of the EU is expected to rise from about today's 16-30% 
in the year 2050 (Grammenos, 2005; SHARE, 2012). 

Following this trend, populations in developing countries will 
also be aging rapidly in the coming decades. The number of older 
people in less-developed countries is expected to increase from 
249 million in the year 2000 to 690 million in the year 2030. Since 
the elderly are at high risk for co-morbidities and disabilities, 
urgent demands will be placed on developing countries' health- 
care systems - most of which are ill-prepared to handle such 
pressure. 

Inasmuch as cancer is essentially a chronic disease of the elderly, 
an upward spiral in the number of older individuals with cancer is 
expected. The incidence of cancer worldwide among people over 



65 is expected to grow from about 6 million in 2008 to more than 
1 1 mUlion in the coming decade. By 2030, individuals over 65 will 
probably account for 70% of all cancer patients in the Western 
world (SHARE, 2012). 

The proportion of malignant tumors, combined with demo- 
graphic factors, will potentially translate into increasing numbers 
of diagnoses of cancer, or a high risk for developing cancer (Ferlay 
etal, 2010). 

According to the (Institute of Medicine Report [lOM], 2009), 
"Family members, friends, and other unpaid caregivers provide the 
backbone for much of the care that is received by older adults in 
the United States" - care that is valued, for the year 2007, at ~$375 
billion (National Alliance for Caregiving [NAG] and AARP, 2012). 
Yet their role is "often underappreciated" and many family care- 
givers support the elderly patients at significant cost to their own 
physical, emotional, and financial well-being (National Alliance 
for Caregiving [NAC] and AARP, 2012). 

An estimated 44 million Americans ages 18 and above provide 
unpaid assistance and support to older people and adults with dis- 
abilities who live in the community. Care is provided to someone 
who is elderly and iU by 65.7 million caregivers who make up 29% 
of the US population (National Alliance for Caregiving [NAC] and 
AARP, 2012). 

The value of unpaid family caregivers wiU likely continue to 
be the largest source of long-term care services in the US, and the 
aging populations (65-I-) will more than double from 2000 to 2030, 
increasing to 71.5 million from 35.1 million in 2000 (Coughlin, 
2010). 

More women than men are caregivers, with an estimated 66% 
of caregivers being female. One-third (34%) take care of two or 
more people, and the average age of a female caregiver is 48.0 
(National Alliance for Caregiving [NAC] and AARP, 2012). 

Many caregivers of older people are themselves growing older. 
Of those caring for someone aged 65-|- the average age is 63 years 
with one third of these caregivers in fair to poor health (National 
Alliance for Caregiving [NAC] and AARP, 2012). 

Furthermore, the percentage of caregivers caring for individu- 
als over 85 years of age has increased across all surveys of informal 
caregivers conducted by National Alliance for Caregiving (1997, 
2004, 2009). Parent care continues to be the primary caregiv- 
ing situation for mid-life caregivers with 70% of the caregivers 
between the ages of 50 and 64 (Wagner and Takagi, 2010). 

A Gallup survey found 72% of caregivers cared for a parent, 
mother-in-law, or father-in-law, and 67% of caregivers provided 
care for someone aged 75 or older (Mendes, 201 1). 

Most care recipients live in their own home (58%) and one 
in five (20%) live in their caregiver's home (National Alliance for 
Caregiving [NAC] and AARP, 2012). 

All the preceding facts and figures have social, medical, psy- 
chological, economic, and political implications for families and 
the community as a whole. Society increasingly recognizes that 
advanced age is a quantitative reality, and that older adults will 
have to contribute significantly to caregiving for elderly people 
and aged communities. At the same time, many people face mul- 
tiple bio-psychosocial challenges as they age. These maybe related 
to physical and cognitive abilities or may be manifest in barriers 
to accessing mental/behavioral healthcare; decreased economic 
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security; and loss of meaningful social roles and opportunities 
that allow them to remain engaged in society. These challenges 
affect entire families, who struggle to provide physical, emotional, 
financial, and practical support to their aging members. 

CULTURAL COMPLEXITIES: OUTCOMES OF CAREGIVER RESEARCH 

Healthcare research clearly indicates that caregiver appraisal 
should be multidimensional, reflecting culturally competent prac- 
tice. Studies have shown that cultural beliefs and social norms 
play a part in influencing family emotions and behavior with 
respect to cancer perception and in their appraisals of illness and 
health. 

Outcome research shows that access to care may be compro- 
mised in some cultures by the family's reluctance to discuss the 
disease among its own members, deriving from a belief that 
"silence should prevail" (Surbone, 2006). Asian Americans believe 
that talking about death or dying is bad luck, which greatly compli- 
cates discussions about prognosis and informed consent. Keeping 
a cancer diagnosis secret from a patient and avoiding discus- 
sions about disease progression can add to a caregiver's sense 
of burden and total responsibility. Therefore, early in the ini- 
tial assessment, cultural beliefs about illness and caregiver roles 
should be identified and discussed, taking into consideration the 
family health-culture norms (Ngo-Metzger et al., 2003; Baider and 
Surbone, 2010). 

Multiple social, psychological, and biological factors determine 
the level of functioning of each caregiver at any point in time. As 
well as the typical life stressors common to all people, many older 
adults lose their ability to live independently because of limited 
mobility, chronic pain, frailty or other mental or physical prob- 
lems, and require long-term family care. In addition, as previously 
stated, older caregivers, being themselves elderly, are more likely 
to experience the drop in socioeconomic status that often accom- 
panies retirement and also chronic illnesses, which may result 
in isolation, loss of independence, loneliness and psychological 
distress, all of which add to the caregiver burden. 

Studies have been conducted that examine attitudes to older 
caregivers of elderly patients, and while they tend to be based 
on surveys in developed countries, there are some that include 
relevant information from developing countries as well. Studies 
and anecdotal evidence relating to caregiving in specific national 
contexts shed some light on the way caregivers are perceived in 
different countries. 

In a meta-analysis of 116 empirical studies, Asian American 
caregivers were found to provide more caregiving hours than 
white, African American, and Hispanic caregivers; to use lower 
levels of formal support services; and to have fewer financial 
resources, lower levels of education and higher levels of depres- 
sion than the other subgroups. These findings are relevant for 
the health-oncology team because caregivers who lack additional 
medical assistance tend to be more depressed than those who 
receive support from within the medical team. A study involving 
unmet needs and service barriers among Asian American care- 
givers found that caregivers refused outside help because they "felt 
too proud to accept it" or "didn't want outsiders coming in." Other 
reported barriers included "bureaucracy too complex" or "can't 
find qualified providers" (Li et al., 2013). 



Hispanic and African American patients and caregivers under- 
utilize community health resources, including counseling and 
support groups, home care, residential care, and hospice services, 
one reason being that strong family ties may prevent minority 
caregivers from seeking help outside the family unit (Guarnaccia 
and Parra, 1999). 

A comparison among African American, white American, and 
Hispanic caregivers found that 75% of Hispanic patients and 60% 
of African American patients lived with the family of the primary 
caregiver. The minority families relied more on informal care- 
giving from friends and relatives and had larger social support 
networks than the white families. This increased sense of obli- 
gation to provide care for older family members was associated 
with more caregiving hours, greater resignation about caregiv- 
ing, higher levels of caregiver strain, and a larger reduction in 
household income than that reported by white caregivers (Cox 
and Monk, 1999). 

Results showed that African American and Hispanic caregivers 
were more likely than white caregivers to reduce their work hours 
to care for sick relatives. In addition, minority caregivers were 
reluctant to use formal nursing home services for their loved ones 
or to choose hospice care. The decision to reduce work hours 
rather than place a relative in a nursing home was associated with 
increased psychological, social, and financial burden (Covinsky 
etal, 2001). 

Several personal resources that family caregivers draw on - 
such as their coping strategies, personality factors and social sup- 
port - are often assumed to be conditioning variables in the 
caregiving stress process. Rhee etal. (2008) found high depres- 
sion levels among 66.8% of caregivers for cancer patients, with 
higher depression levels among women caregivers. 

Also among minority groups, caregivers for elderly cancer 
patients experienced high levels of depression and the presence of 
depressive symptoms is negatively associated with cancer screening 
(Park etal, 2013). 

CULTURE, AGE, GENDER, AND CAREGIVING 

While traditionally caregiving has been mostly provided by women 
across cultures, the number of male caregivers is increasing, 
especially for older males. Most published studies thus far have 
investigated the effects of caregiving on spouses and women. 

Haley etal. (2001) reported that more than 50% of female 
spousal caregivers showed clinical levels of depression, three times 
the level found in community samples of people of the same age. 

Women caregivers have been found to exhibit moderate to 
severe sleep problems, fatigue and appetite disturbance, and to 
report higher levels of cancer-related distress than either cancer 
patients or survivors. Female caregivers described more unmet 
needs and a greater sense of burden than male caregivers, lead- 
ing to the suggestion that male and female caregivers should be 
regarded as two distinct caregiver groups. This gender difference 
means women receive less support or acknowledgment for the car- 
ing role than do men in the same position (Ussher and Sandoval, 
2008). 

However, a 13 year follow-up of the Danish population revealed 
that the same is true for male spouses. Men whose partner was 
diagnosed with breast cancer were at an increased risk of being 
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hospitalized with an affective disorder compared to men whose 
partner was not diagnosed with breast cancer (Nakaya et al., 20 10) . 

In a recent study by Goldzweig etal. (2013) psychological dis- 
tress, social support, and coping strategies reported by partners 
who were family caregivers to older patients with cancer were 
compared with those reported by a control group of similarly aged 
people whose partners were not suffering from life-threatening ill- 
ness. The results describe relevant implications for caregivers for 
older cancer patients. Among the research group of caregivers, 
levels of psychological distress were almost double in comparison 
to the healthy control group. Caregivers reported lower levels of 
social support and low levels of coping behaviors which correlated 
negatively to distress. 

Increased ages of patients accentuated caregivers' distress. Psy- 
chological distress of caregivers to cancer patients aged 71+ was 
four times higher than that of the control group, while they 
reported half of the coping behaviors reported by the control 
group. The higher distress levels found in caregivers for older 
patients could be due to a more realistic sense of inevitable sep- 
aration and grief Possibly, caregivers have to deal with feelings 
of hopelessness and helplessness about their own future as well. 
Caregivers to older patients (71-I-) reported lower levels of sup- 
port from their spouse (the patient) in comparison to caregivers 
to younger patients (60-70 years). Caregivers for older patients 
with cancer may experience a continuous process of disengage- 
ment resulting in a reduction in social involvement. The emotional 
support the patient could supply is either diminished or absent, 
leaving the caregiver with an unfulfilled expectation of support 
and emotional care. 

Why, then, do most family caregivers continue to care for rel- 
atives, in spite of all the stress and strain? Research that addresses 
this question reports that mutual caring can bestow both mean- 
ing, through a functional role, and pleasure, on the caregiver 
and the recipient of care. Kuuppelomaki (2010) found that the 
most common sources of satisfaction for family caregivers were 
related to the specific person they were caring for and their 
ability to provide him or her with an experience of trust and 
security. 

Similar factors emerged as the main satisfaction variables in the 
study by Nolan and Lundh among family caregivers in the UK and 
Sweden (Nolan and Lundh, 1999; Sjovall et al, 2009). 

Comparable findings came to light in earlier studies concerned 
with the experiences of stroke, cancer, and dementia patients. 
Those who care for their relatives at home, often do so of their 
own volition and a genuine love for the person. In such caring 
relationships based on love and integrity, the caregiver derives 
great satisfaction from being able to relieve, bring solace and pro- 
vide the care recipient with a passionate sense of trust and joy 
(Pitceathly and Maguire, 2003). 

It is crucial to have evidence-based knowledge of the mul- 
tifaceted aspects of caregiving to suggest possible psychological 
interventions for caregivers. A recent meta-analysis of differ- 
ent psychological interventions for family caregivers for cancer 
patients concluded that "clinicians need to deliver evidence-based 
interventions" to help caregivers and patients to cope effectively, 
maintain their quality of life, and increase resilience and meaning 
(Northouse etal, 2010; Stamataki etal, 2014). 



The single salient perspective that can be drawn from this 
overview is that caregiving is not an episodic or closely bound 
feature of people's lives. Caregiving involves a long-term commit- 
ment over the course of which the conditions that caregivers face, 
and the transitions through which they must pass are in a state of 
kaleidoscopic change. 

Characteristics of caregiver stressors, cultural norms concern- 
ing caregiving, and informal and formal support in different 
cultures may have a huge impact on caregiver vulnerability and/or 
resilience. To better understand and ameliorate caregiving stress 
and focus on evidence-based policies, there is a great need for 
studies describing appraisals provided by caregivers' from differ- 
ent cultures about caring for a partner diagnosed with cancer. 
Specifically, there is a need for studies comparing cultures where 
most of the care is provided at home by close family members, 
to cultures where most of the care is provided by professional 
caregivers outside the patient's home (Smith et al., 2009). 

PROVISION OF CARE 

Caring for an elderly relative who is a cancer patient is extremely 
complex and demanding. It is described as a blurry mixture of the 
complex and the simple, of mature and regressive behavior. It is a 
patchwork of moments of vivid intensity and compassion that at 
times lapse into blandness and despair. 

The caregiver's life is an oscillation between hope and grief The 
close relationship between the family caregiver and the care recip- 
ient may require being "on call" 24 h a day, and comprises shared 
emotions, experiences, and memories that place the caregiver at 
higher risk for psychological and physical exhaustion (Marks et al., 
2004). 

Studies consistently report higher levels of depressive symp- 
toms and severe fatigue among caregivers than among their 
non-caregiving peers (Pinquart and Sorenson, 2003). 

Most family caregivers of older people are themselves elderly. 
The average age of those caring for someone aged 65+ is sixty- 
three, with one third of these caregivers in fair to poor health. 
There is cumulative consistent evidence that informal caregivers 
for elderly cancer patients experience high rates of anxiety and 
depression, with 20-30% of all caregivers believed to be at high 
risk for psychiatric morbidity. 

Estimates show that between 40 and 70% of caregivers have 
clinically significant symptoms of depression, with approximately 
one quarter to one half of these caregivers meeting the diagnos- 
tic criteria for major depression (National Alliance for Caregiving 
[NAC] and AARP, 2008, 2009). In addition, both caregiver depres- 
sion and perceived burden increase as the care receiver's functional 
status declines. 

Family caregivers describe feeling frustrated, angry, drained, 
guUty, or helpless as a result of providing intense care. Some 16% 
feel emotionally strained and 26% say that caring for the patient 
is hard on them emotionally. An additional 13% of caregivers feel 
frustrated when there is little or no improvement in the condition 
of the care recipient (Center on Aging Society, 2009). 

Caregiving may also result in loss of self-identity, lower levels 
of self-esteem, constant anxiety, or feelings of uncertainty, less 
self-acceptance, and a sense of being ineffective or lacking control 
(Buhr etal, 2008). 
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Furthermore, evidence shows that most caregivers are ill pre- 
pared for their role and provide care with little or no support, yet 
despite this, and the fact that they suffer from poor health them- 
selves, more than one-third continues to provide intense care. It 
also emerges that an influential factor in a family caregiver's deci- 
sion to place a terminally iU relative in a long-term care facility is 
the state of his or her own physical health (Navaie-Waliser etal., 
2004). 

Informal family caregivers for cancer patients are required to 
meet multidimensional needs, including treatment monitoring; 
treatment-related symptom management; emotional, financial 
and spiritual support; and the need for assistance with personal 
and instrumental care. Families are increasingly replacing skilled 
healthcare workers in the delivery of unfamiliar complex care to 
their ill relatives, despite the other obligations and responsibili- 
ties that characterize their lives (National Alliance for Caregiving 
[NAC] and AARP, 2008, 2009). 

The above data clearly reveals that providing care for a chroni- 
cally sick person can have harmful physical, mental, and emotional 
consequences for the caregiver. As family members struggle to 
care for others, they endanger their own health. Caregiver health 
is becoming a public health issue that requires more focused 
attention from health professionals, policy makers and caregivers 
themselves, to ensure the health and safety of those individu- 
als dedicating their lives to the care of others (Family Caregiver 
Alliance, 2008). 

Increasing appropriate psychological health services and inte- 
grative care for family caregivers are appropriate steps toward 
addressing caregiver health. Although caregiving could have a neg- 
ative impact on caregivers' health and well-being, research also 
demonstrates its effects can be alleviated at least partially by pro- 
viding adequate skills and professional guidance and organizing 
community support. Keeping family caregivers healthy and able 
to provide care is central to maintaining a long-term care system 
and, with the aging of the population, the issue wiU only become 
more significant in the coming decades (Schulz etal., 2004). 

Literature on family caregivers of elderly cancer patients high- 
lights: (1) The increasing number of patients with ongoing 
chronically complex care needs; (2) The increasing number of 
complex tasks assumed by family caregivers; (3) The high propor- 
tion of unmet caregiver needs; (4) The subjective nature of the 
caregiving experience that encompasses both positive and nega- 
tive elements, and (5) The conceptualization of caregiver burden 
as positively linked to negative reactions to caregiving (Stenberg 
et al, 201 1; Li et al, 2013; Milbury et al, 2013). 

CONCLUSION: CREATING A SPACE OF TRUST AND EMPATHY 
FOR PATIENTS AND CAREGIVERS 

Learn from yesterday, live for today, hope for tomorrow. The important 
thing is to not stop questioning. 

Albert Einstein 

Any study of caregivers of elderly people requires an integrative 
evaluation of aging according to cultural, social, and psychologi- 
cal variables. Social norms and traditions regulate the rituals and 
actions through which people are recognized, and the processes of 
these dimensions are identifiable within the caregivers' social and 
cultural space. Culture also shapes the need for and the behavior 



of caring, giving it meaning and style in accordance with patients' 
values, needs, and priorities. 

Age is one of the determinants of the complex notion of culture 
and, conversely, culture shapes the way we look at the elderly in 
different societies. The tendency to see older persons through the 
biased prism of ageism in Western cultures, predominantly based 
on productivity, is an example of this interrelation (Surbone et al., 
2011). 

Ageism, by isolating the elderly as no longer productive 
members of society, determines the individual approach of health- 
care providers to older patients and their caregivers, as well as 
institutional decisions and policymaking in most industrialized 
countries. By contrast, in other cultures the elderly are consid- 
ered important members of society, and are respected and valued 
for their wisdom, so that caregiving is not perceived as only a 
burden. 

Alongside major demographic shifts and globalization there is 
an increasing multi-ethnicity and multi-culturality in most soci- 
eties. This calls for the need to learn how to understand, respect 
and address cultural difference in the practice of medicine and 
also in sustaining caregivers. Cultural pluralism in individual life, 
as in medical care, enriches us while also representing a moral 
and ethical quandary, and misunderstandings, up to real ethi- 
cal dilemmas, may arise in cross-cultural medical encounters or 
in communication and interaction with caregivers from different 
cultures (Surbone etal, 2007). 

For this reason, all health workers should acquire "cultural com- 
petence" - a set of knowledge, attitudes and skills that facilitates 
communication and negotiation in cross-cultural clinical encoun- 
ters with patients and their caregivers. Cultural competence and 
sensitivity are particularly needed in dealing with elderly patients 
and their families and caregivers. 

Moreover, there is a growing need for more adequately trained 
healthcare professionals who possess the knowledge and skills to 
become leaders of the emerging field of geriatrics and the related 
formal and informal family care (Surbone, 2010). 

In the context of this cultural complexity, caring for a family 
member is not just a private experience, but rather a mutual and 
interrelated one between caregiver and care recipient within their 
social and cultural space. When family caregivers hold their ill 
relatives in their arms they not only fulfill the need for physical 
contact, but also offer hope and spiritual bonding in a mutual 
experience of emotional linkage within the boundaries of their 
traditional behavioral norms. 

Surrey (1997) describes the "mutual empathy" of caregiving as 
an experience of "being with," and "seeing" the other and sensing 
his feelings. The outcome of this "seeing" and "being with" is what 
the caregiver derives from the connection, concern and care. In this 
mutuality is found a unique experience of communion, meaning, 
and belonging. 

Caregiving is not always supplied by relatives or significant 
others. We may find caregivers among friends and strangers, in 
encounters with other families in the hospital or in community 
settings, as a mutuality of love and concern within a "space" of 
trust and communion (Baider and Surbone, 2010). 

Individuals and systems of care must respond compassionately 
and effectively to people of all cultures, languages, races, ethnic 
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backgrounds, and religions. Their approach should recognize, 
affirm, and value individuals, families, and caregivers within their 
own space, so as to protect and preserve the dignity of each person 
and family while supporting them through illness and care. 

REFERENCES 

Baider, L. (2007). Cancer in different cultural contexts: how is the family affected? 
Eur. Oncol Nurs. Soc. Newslett. 17, 18-19. 

Baider, L., and Surbone, A. (2010). Cancer and the family: the silent word of truth. 
/. Clin. Oncol. 28, 1269-1272. doi: 10.1200/JCO.2009.25.1223 

Buhr, G. T., Kuchibhatia, M., and Clipp, E. (2008). Caregivers' reasons for nurs- 
ing home placement: cues for improving discussions with families prior to the 
transition. Gerontologist 4:6, 52-61. doi: 10.1093/geront/46.1.52 

Center on Aging Society. (2009). How Do Family Caregivers Fare? A Closer Look 
at Their Experiences. (Data Profile, Number 3). Washington, DC: Georgetown 
University. 

Coughlin, J. (2010). Estimating the impact of caregiving and employment on 
wellbeing. Outcomes Insights Health Manag. 2, 18-24. 

Covinsky, K. E., Eng, C, Lui, L. Y., Sands, L. P., Sehgal, A. R., Waher, L. C, etal. 
(2001). Reduced employment in caregivers of frail elders: impact of ethnicity, 
patient clinical characteristics, and caregiver characteristics. /. Gerontol. A Biol. 
Set. Med. Sci. 56, M707-M713. doi: 10.1093/gerona/56.11.M707 

Cox, C, and Monk, A. (1999). Strain among caregivers: comparing the experiences 
of African American and Hispanic caregivers of Alzheimer's relatives. Int. /. Aging 
Hum. Dev. 43, 93-105. doi: 10.2190/DYQ1-TPRP-VHTC-38VU 

Cross, T. L., Bazron, B. J., Dennis, K. W., and Isaacs, M. R. (1992). Towards a Cultur- 
ally Competent System of Care, Vol. 1. Washington, DC: Georgetown University 
Child Development Center. 

Family Caregiver Alliance. (2008). Caregiver Assessment: Principles, Guidelines 
and Strategies for Change. Report from a National Consensus Development 
Conference (Vol. I), San Francisco: Author. 

Ferlay, J., Shin, H. R., Bray, E, Forman, D., Mathers, C, Parkin, D. M., etal. (2010). 
GLOBOCAN 2008, Cancer Incidence and Mortality Worldwide. lARC cancer base 
No. 10 [Internet] , International Agency for Research on Cancer, Lyon. 

Goldzweig, G., Merims, S., Peretz, T., Altman, A., and Baider, L. (2013). Infor- 
mal caregiving to older cancer patients: preliminary research outcomes and 
implications. Ann. Oncol. 24:2635. doi: 10.1093/annonc/mdt250 

Grammenos, S. (2005). Implications of Demographic Ageing in the Enlarged EU in 
the Domains of Quality of Life, Health Promotion and Health Care. Final report. 
Centre for European Social and Economic Policy (Geneva: CESEP). 

Guarnaccia, P. ]., and Parra, P. (1999). Ethnicity, social status, and families' experi- 
ences of caring for a mentally ill family member. Community Ment. Health J. 32, 
243-260. doi: 10.1007/BF02249426 

Haley, W. E., LaMonde, L. A., Han, B., Narramore, S., and Schonwetter, R. (2001). 
Family caregivers in hospice: effects on psychological and health functioning 
among spousal caregivers of hospice patients with lung cancer or dementia. Hosp. 
J. 15, 1-8. doi: 10.1300/J011vl5n04_01 

Institute of Medicine Report [lOM]. (2009). Building the Health Care Force. 
Washington, DC: National Academies Press. 

Kagawa- Singer, M., Valdez, A., Yu, M. C, and Surbone, A. (2010). Cancer, culture 
and health disparities: time to chart a new course? CA Cancer Clin. J. 60, 12-39. 
doi: 10.3322/caac.20051 

Kuuppelomaki, M. (2010). Suffering Experiences and Coping Strategies of Patients 
with Incurable Cancer. Ph.D. thesis, Annales Univesitatis Turkuensis, Scripta 
Lingua Fennica Edita. Series C124, University of Turku, Turku. 

Li, Q. P., Mak, Y. W., and Loke, A. Y. (2013). Spouses' experiences of caregiv- 
ing for cancer patients: a literature review. Int. Nurs. Rev. 60, 178-187. doi: 
10.1111/inr.l2000 

Marks, N., Lambert, ]. D., and Choi, H. (2004). Transitions to caregiving, gender, 
and psychological weUbeing: a prospective U.S. national study. /. Marriage Earn. 
64, 657-667. doi: 10.1111/j.l741-3737.2002.00657.x 

Mendes, E. (2011). Most Caregivers Look After Elderly Parent; Invest a Lot of Time. 
Washington, DC: Gallup.com. 

Milbury, K., Badr, H., Fossella, R, Pisters, K. M., and Cormack, C. L. (2013). Lon- 
gitudinal association between caregiver burden and patient and spouse distress 
in couples coping with lung cancer. Support. Care Cancer 21, 2371-2379. doi: 
10.1007/S00520-013-1795-6 



Nakaya, N., Saito-Nakaya, K., Bidstrup, P. E., Dalton, S. O., Frederiksen, K., Steding- 
Jessen, M., etal. (2010). Increased risk of severe depression in male partners of 
women with breast cancer. Cancer 116, 5527-5534. doi: 10.1002/cncr.25534 

National Alliance for Caregiving (NAG), and AARR (1997, 2004, 2008, 2009, 2012). 
Caregiving in the U.S. Washington, DC. 

Navaie-Wahser, M., Feldman, P. H., Gould, D. A., Levine, C. L., Kuerbis, A. N., 
and Donelan, K. (2004). When the caregiver needs care: the plight of vulnerable 
caregivers. Am. J. Public Health 92, 409-413. doi: 10.2105/A1PH.92.3.409 

Ngo-Metzger, Q., McCarth, E. R, Burns, R. B., Davis, R. B., Li, R P, and Phillips, 
R. S. (2003). Older Asian Americans and Pacific Islanders dying of cancer use 
hospice less frequently than older white patients. Am. J. Med. 115, 47-53. doi: 
10.1016/50002-9343(03)00258-4 

Nolan, M., and Lundh, U. (1999). Satisfactions and coping strategies of family 
carers. Br. J. Community Nurs. 4, 470-475. doi: 10.12968/bjcn.l999.4.9.7452 

Northouse, L. L., Katapodi, M. C, Song, L., Zhang, L., and Mood, D. W. 
(2010). Interventions with family caregivers of cancer patients: meta- analy- 
sis of randomized trials. CA Cancer J. Clin. 60, 317-339. doi: 10.3322/caac. 
20081 

Park, B., Kim, Y, Shin, ]. Y, Shin, D. W., Cho, J., and Park, J. H. (2013). Prevalence and 

predictors of anxiety and depression among family caregivers of cancer patients. 

Support Care Cancer 21,2799-2807. doi: 10.1007/s00520-013-1852-l 
Pinquart, M., and Sorenson, S. (2003). Differences between caregivers and non- 

caregivers in psychological health and physical health: a meta-analysis. Psychol. 

Aging 18, 250-267. doi: 10.1037/0882-7974.18.2.250 
Pitceathly, C, and Maguire, P. (2003). The psychological impact of cancer on 

patients' partners and other key relatives a review. Eur. J. Cancer 39, 1517-1524. 

doi: 10.1016/S0959-8049(03)00309-5 
Rhee, Y. S., Yun, Y. H., Par, S., Shin, D. O., Lee, K. M., Yoo, H. J., etal. (2008). 

Depression in family caregivers of cancer patients: the feeling of burden as a 

predictor of depression. /. Clin. Oncol. 26, 5890-5895. doi: 10.1200/1CO.2007.15. 

3957 

Schim, S. M., Benkert, R., Bell, S. E., Walker, D., and Danford, C. (2010). Social 

lustice: added metaparadigm concept for urban health. Public Health 18, 103-110. 
Schim, S. M., and Doorenbos, A. Z. (20 1 1 ) . A three-dimensional model of cultural 

congruence. /. Soc. Work 6, 256-270. 
Schulz, R., O'Brien, A. T, Bookwals, J., and Fleissner, K. (2004). Psychiatric and 

physical morbidity effects of dementia caregiving: prevalence, correlates, and 

causes. Gerontologist 35, 771-791. doi: 10.1093/geront/35.6.771 
Searight, H. R., and Gafford, J. (2007). Cultural diversity at the end of life. Am. Fam. 

Physician 72,515-522. 
SHARE. (2012). Survey of Health, Aging and Retirement in Europe. Available at: 

www.share-project.org [accessed April 20, 2012] . 
Sjovall, K., Attner, B., Lithman, T, Noreen, D., Gunnars, B., Thome, B., et al. (2009). 

Influence on the health of the partner affected by tumor disease in the wife or 

husband on a population-based register study of cancer in Sweden. /. Clin. Oncol. 

27,4781-4786. doi: 10.1200/JCO.2008. 21.6788 
Smith, B. D., Smith, G. L., Hurria, A., Hortobagy, G. N., and Bucholz, T A. (2009). 

Future of cancer incidence in US: burdens upon an aging population. /. Clin. 

Oncol. 27, 2758-2765. doi: 10.1200/1CO.2008.20.8983 
Stamataki, Z., EUis, J. E., Costello, ]., Fielding, J., Burns, M., and Molassiotis, A. 

(2014). Chronicles of informal caregiving in cancer. Support. Care Cancer 22, 

435-i44. doi: 10.1007/s00520-013-1994-l 
Stenberg, U., Ruland, C. M., and Miaskowsi, C. (2011). Review of the literature on 

the effects of caring for a patient with cancer. Psychooncology 19, 1013-1025. doi: 

10.1002/pon.l670 

Surbone, A. (2004). Cultural Competence: why? Ann. Oncol. 15, 697-966. doi: 

10.1093/annonc/mdhl94 
Surbone, A. (2006). Telling truth to patients with cancer: what is the truth? Lancet 

Oncol. 7, 944-950. doi: 10.1016/S1470-2045(06)70941-X 
Surbone, A. (2010). Cultural competence in oncology: where do we stand? Ann. 

Oncol. 21, 3-5. doi: 10.1093/annonc/mdp546 
Surbone, A., and Baider, L. (2013). Personal values and cultural diversity. /. Med. 

Pers. 11, 11-18. doi: 10.007/sl2682-013-0143-4 
Surbone, A., Baider, L., and Balducci, L. (201 1). The difficult art of caregiving to the 

elderly oncological patients. Geriatr. Med. Intell. 20, 52-64. 
Surbone, A., Baider, L., Weitzman, T. S., Brames, M. J., Ritenberg, C. N., and 

lohnson, J. (2010). Psychological care for patients and their families is integral to 

supportive care in cancer. MASCC position statement. Support. Care Cancer 18, 

255-263. doi: 10.1007/s00520-009-0693-4 



Frontiers in Psychology | Psychology for Clinical Settings 



July 2014 I Volume 5 | Article 744 | 6 



Baider and Surbone 



Universality of aging 



Surbone, A., Kagawa-Singer, M., Terret, C, and Baider, L. (2007). The illness tra- 
jectory of elderly cancer patients age across cultures: SIOG position paper. Ann. 
Oncol. 18,633-638. doi: 10.1093/annonc/mdll78 

Surrey, ]. (1997). Relationship and Empowerment. Work in progress No. 13, Stone 
Center, Working Paper Series, Wellesley, MA. 

Triandis, H. C. (2007). "Culture and psychology in Kitayana," in The Handbook of 
Cultural Psychology, ed. D. Cohen (New York, NY: Guildford Press) , 59-76. 

Ussher, ). M., and Sandoval, M. (2008). Gender differences in the construc- 
tion and experience of cancer care: the consequences of the gendered posi- 
tioning of carers. Psychol. Health 23, 945-963. doi: 10.1080/08870440701 
596585 

Wagner, D., and Takagi, E. (2010). Health affairs: informal caregiving by and for 

older adults. Int. J. Geriatr. Psychiatry. 
World Population Prospects [WPP]. (2011). The 2010 Revision, Highlights and 

Advance Tables. Working Paper No. ESA/PAVP.220, Department of Economic 

and Social Affairs, Population Division, New York, NY. 



Conflict of Interest Statement: The authors declare that the research was conducted 
in the absence of any commercial or financial relationships that could be construed 
as a potential conflict of interest. 

Received: 09 June 2014; paper pending published: 20 June 2014; accepted: 25 June 2014; 
published online: 15 July 2014. 

Citation: Baider L and Surbone A (2014) Universality of aging: family caregivers for 
elderly cancer patients. Front. Psychol 5:744. doi: 10.3389/fpsyg.2014.00744 
This article was submitted to Psychology for Clinical Settings, a section of the journal 
of Frontiers in Psychology. 

Copyright © 2014 Baider and Surbone. This is an open-access article distributed under 
the terms of the Creative Commons Attribution License (CC BY). The use, distribution 
or reproduction in other forums is permitted, provided the original author(s) or licensor 
are credited and that the original publication in this journal is cited, in accordance with 
accepted academic practice. No use, distribution or reproduction is permitted which 
does not comply with these terms. 



www.frontiersin.org 



July 2014 I Volume 5 | Article 744 | 7 



